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Abstract	
Although the adverse effect of burnout on physicians has been widely documented, studies have shown
an inconsistent relationship between burnout and the quality of patient care. We hypothesized that
physician burnout will have an inverse relationship with the time spent at the bedside by physicians. In
a cross-sectional study, we surveyed patients on their perception of the time spent by their physician on
the day of the survey (4 categories: 0–5, 6–10, 11–15, >15 minutes). Oldenburg Burnout Inventory was
used to assess physician burnout; burnout was defined as high levels of both exhaustion (≥2.25) and
disengagement (≥2.10). Among the 1374 patients, the most commonly reported time spent at bedside
category was 6–10 minutes (n=614, 45%). Among the 95 physicians who saw these patients, burnout
was present in 44 (46%), with a higher prevalence in women (61% vs 39%; P=0.04). Using ordered
logistic regression, we found no relationship between physician burnout and patient’s perception of
bedside time spent, without adjustment (odds ratio: 0.86, 95% CI: 0.65–1.16) or with adjustment (odds
ratio: 0.85, 95% CI: 0.64–1.12) for potential confounders. Although physician burnout is not associated
with patient perception of time spent at bedside, it may be associated with other patient outcomes that
require further research. (J Patient Cent Res Rev. 2021;8:58-63.)
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P

hysician burnout has become a widespread
epidemic in health care, affecting about 50% of
physicians in the United States, in all stages of
their medical career, in all practice settings, and in all
specialties.1-3 Burned-out physicians have a twofold
higher risk of leaving the institution, with turnover
replacement and reduced productivity costing $4.6
billion annually in the United States.4 In addition to the
financial impact, burned-out physicians have higher rates
of drug and alcohol use, depression, and suicidal ideation
in comparison to physicians without burnout.5-7
Depending on the conceptual framework, burnout
may be defined by two domains, disengagement and
exhaustion, or by three domains, the third being personal
achievement.8 Factors that mitigate burnout include
organizational factors such as practice environment, rules
and regulations, and personal factors such as autonomy,
competence, and interpersonal connection.9 Although
adverse effects of burnout on physicians have been
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widely documented, the relationship between physician
burnout and patient care quality remains unclear. Studies
have found that physicians with higher levels of burnout
perceived themselves to make significantly more medical
errors;10,11 however, there was no relationship when
studies examined the rate of medical errors objectively.12,13
Similarly, studies examining the relationship of physician
burnout with patient-reported satisfaction have yielded
contradictory results.14-16
Patient’s perception of the quality of care is important,
as shown by strong correlations between patient-reported
satisfaction with their physicians and patient outcomes.17,18
In addition, longer time spent at bedside by physicians
has been associated with higher patient satisfaction.19,20
Therefore, we hypothesized and examined whether a
patient’s perception of the time spent by physicians at
bedside is associated with physician burnout.

METHODS

A cross-sectional study, using 2 independent surveys
and enrolling hospitalized patients and their treating
physicians at 2 tertiary academic medical centers
located in Tennessee and Virginia, was conducted. The
study and its methods were approved by the respective
institutional review boards.
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In the first survey, patients were included if they were
hospitalized for at least 2 days, were 18 years of age or
older, spoke English, and agreed to participate. Patients
were approached at least 2 days after hospitalization to
allow them to get familiar with their health care team.
English-speaking status of a patient was determined
by the patient’s health care team. Patients with altered
mental status or dementia or those who were clinically
unstable were excluded. Patients were approached by a
study investigator for participation during the second half
of the day, and each patient was approached only once
during hospitalization. Patients were asked to identify
their primary treating physician prior to participation and
were excluded if they could not identify the physician.
Using the survey tool, we collected nonidentifying
demographic information and patients’ perception of the
time spent by physicians at bedside on the day of survey
or a day prior if primary attending had not visited the
patient by the time of the survey. Bedside time spent
was measured with only 1 question on the survey: “How
much time did your physician spend with you today?”
Patients chose from 1 of 4 categories: 1) between 0 and
5 minutes; 2) between 6 and 10 minutes; 3) between
11 and 15 minutes; or 4) more than 15 minutes. These
time categories were chosen to allow for easier patient
response to the survey.
In the second survey, physician burnout was measured
using the Oldenburg Burnout Inventory (OBI),8 which
is a 16-item questionnaire that measures burnout on 2
domains: disengagement and exhaustion. Each domain
consists of 8 items, and each item has 4 response
choices. All internal medicine physicians with admitting
privileges at the hospitals were eligible for the study.
Physician participants were emailed the OBI survey with
demographic questions; completion of the survey was
considered consent for participation.
Data from both surveys were merged to generate
the dataset for analysis. Mean (standard deviation),
median (interquartile range), or frequencies were used
for descriptive statistics as appropriate. Based on the
recommendations of the OBI authors, we used the 2
burnout domains separately in models as continuous
variables. Because burnout is commonly conceptualized
as a dichotomous variable, we used previously defined
cutoff values for the 2 domains: exhaustion score of
≥2.25 and disengagement score of ≥2.10.21 Using these
cutoffs values, we defined burnout in 4 additional ways:
1) exhaustion only versus no exhaustion (BOEX); 2)
disengagement only versus no disengagement (BODE);
3) burnout in exhaustion and/or disengagement domains
versus no burnout in any domain (BOAD); and 4) burnout
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in both domains versus no burnout or burnout in one
domain only (BOBD).
To compare study population characteristics by burnout
status, two-tailed t-test or one-way ANOVA was used
for continuous variables and Pearson’s chi-squared test
for categorical variables. Due to the ordinal nature of the
dependent variable, the patient’s perception of time spent
by physicians at bedside, ordered logistic regression was
used. We specified the variance-covariance matrix to
allow for the correlation between observations from the
same physician.22 Analyses were conducted without and
with adjustment for the following potential confounders:
patient age, patient gender, patient race, physician race,
and physician gender. A P-value of <0.05 was considered
statistically significant. All analyses were conducted
using Stata 15 software (StataCorp LLC).

RESULTS

Of the 1374 patients who participated in the study, 708
(53%) were female and 1050 (79%) were Caucasian;
mean age was 54.1 (16.7) years (Table 1). Time spent by
physicians was perceived between 6 and 10 minutes by
614 (45%) patients, between 11 and 15 minutes by 288
(21%) patients, >15 minutes by 252 (18%) patients, and
between 0 and 5 minutes by 220 (16%) patients. There
was no difference in the perceptions of time spent by
patient age, race, or gender (Table 2).
The enrolled patients were seen by 95 unique physicians
who also completed the survey. Of these physicians,
31 (33%) were female and 66 (69%) were Caucasian.
Mean physician exhaustion score was 2.41 (0.52), and
mean physician disengagement score was 2.25 (0.49).
Mean exhaustion and disengagement scores were similar
between male and female physicians (2.40 vs 2.41
[P=0.95] and 2.21 vs 2.34 [P=0.25], respectively) and
between Caucasian and non-Caucasian physicians (2.47
vs 2.31 [P=0.18] and 2.30 vs 2.20 [P=0.39], respectively).
BOEX was present in 53 (56%), BODE in 68 (72%),
BOAD in 77 (81%), and BOBD in 44 (46%) physicians.
Women had higher rates of BOBD than men (61.3% vs
39.1% [P=0.04]; Table 1).
Because patient enrollment was independent of physician
enrollment in the study, we expected to find the proportion
of patients seen by burnout physicians to be similar to
the proportion of physicians with burnout. However, the
proportion of patients seen by physicians with burnout was
lower than the proportion of patients seen by physicians
without burnout (42.5% vs 46.3% [P=0.005]; Table 1).
The relationship between the patient’s perception of
time spent by physician and burnout was examined by
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Table 1. Study Population Characteristics by the Presence of Physician Burnout in Both Domains
Participant group

No burnouta

Burnouta

P

Physicians (N=95), n (%)
Female, n (%)
Caucasian, n (%)
Exhaustion score, mean (standard deviation)
Disengagement score, mean (standard deviation)

51 (53.7%)
12 (23.5%)
32 (65.3%)
2.07 (0.41)
1.98 (0.37)

44 (46.3%)
19 (41.9%)
34 (76.7%)
2.80 (0.33)
2.57 (0.45)

0.47
0.04
0.12
<0.001
<0.001

Patients (N=1374), n (%)
Age, mean (standard deviation)
Female, n (%)
Caucasian, n (%)

790 (57.5%)
54.1 (16.7)
397 (52.2%)
598 (78.6%)

584 (42.5%)
54.0 (16.6)
311 (54.3%)
452 (78.9%)

0.005b
0.94
0.44
0.89

Physician burnout for this table was defined as burnout in both domains, with cutoff values of ≥2.25 for exhaustion score
and ≥2.10 for disengagement score.
a

The null hypothesis here is that the proportion of patients seen by burned-out physicians (42.5%) is the same as the
proportion of burnout among physicians (46.3%).
b

Table 2. Patient Perception of Physician Time Spent at Bedside, by Patient Characteristics, Oldenburg Burnout
Inventory Score, and Presence of Physician Burnout
Variable

0–5 minutes

6–10 minutes

11–15 minutes

>15 minutes

P

Patients (N=1374)
Patient age, mean (SD)
Female patients, n (%)
Patient race, n (%)

220 (16.0%)
52.7 (18.4)
111 (51.4%)
177 (82.3%)

614 (44.7%)
53.6 (16.2)
312 (52.6%)
472 (79.6%)

288 (21.0%)
55.6 (16.6)
149 (53.4%)
218 (77.6%)

252 (18.3%)
54.6 (16.1)
136 (55.3%)
183 (74.7%)

<0.001a
0.22
0.85
0.21

Seen by 95 physicians withb:
Exhaustion score, mean (SD)
Disengagement score, mean (SD)
BOEX, n (%)
BODE, n (%)
BOAD, n (%)
BOBD, n (%)

2.48 (0.64)
2.33 (0.68)
119 (54.1%)
126 (57.3%)
138 (62.7%)
107 (48.6%)

2.40 (0.69)
2.27 (0.68)
292 (47.6%)
332 (54.1%)
370 (60.3%)
254 (41.4%)

2.40 (0.64)
2.23 (0.63)
141 (49.0%)
152 (52.8%)
172 (59.7%)
121 (42.0%)

2.37 (0.59)
2.23 (0.62)
130 (51.6%)
136 (54.0%)
164 (65.1%)
102 (40.5%)

0.35
0.30
0.35
0.78
0.52
0.24

a

Chi-squared goodness of fit test.

Exhaustion was measured as continuous variable, disengagement as continuous variable, BOEX as dichotomous variable
(burnout based on exhaustion at cutoff of ≥2.25), BODE as dichotomous variable (burnout based on disengagement at cutoff
of ≥2.10), BOAD as burnout in either the exhaustion or disengagement domain, and BOBD as burnout in both exhaustion
and disengagement domains.
b

BOAD, exhaustion only versus no exhaustion; BOBD, burnout in both domains versus no burnout or burnout in one domain
only; BODE, disengagement only versus no disengagement; BOEX, exhaustion only versus no exhaustion; SD, standard
deviation.

separately modeling the 2 OBI domains of burnout as
well as the 4 dichotomous variables (6 models, 1 each for
6 burnout variables). Despite defining burnout in these
different ways, we did not see a relationship between any
definition of burnout and patient’s perception of time spent
without or with adjustment for potential confounders
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(Figure 1). Further, none of the other variables in the
adjusted model were associated with time spent by
physicians except one; Caucasian patients reported that
physicians spent less time with them (P<0.05 in all
multivariable ordered logistic regression models; see
Online Supplemental Table S1).
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time spent at bedside by physicians, lack of its association
with burnout suggests that factors other than physician
burnout are important determinants of this variation.
Furthermore, this study validated the current literature’s
findings of high prevalence of burnout among physicians
in general and a higher prevalence of burnout among
female than male physicians.23

Figure 1. Unadjusted and adjusted multivariable
analysis of burnout outcomes with patient’s perception
of time spent. Adjusted confounders included patient
age, gender, and race as well as physician gender
and race. Odds ratios are for being in a higher
category of patient perception of time spent. Burnout
was measured using Oldenburg Burnout Inventory.
Exhaustion was measured as continuous variable,
disengagement as continuous variable, BOEX as
dichotomous variable (burnout based on exhaustion
at cutoff of ≥2.25), BODE as dichotomous variable
(burnout based on disengagement at cutoff of
≥2.10), BOAD as burnout in either the exhaustion
or disengagement domain, and BOBD as burnout
in both exhaustion and disengagement domains.
BOAD, exhaustion only versus no exhaustion; BOBD,
burnout in both domains versus no burnout or burnout
in one domain only; BODE, disengagement only
versus no disengagement; BOEX, exhaustion only
versus no exhaustion.

DISCUSSION

In this study, a patient’s perception of the time spent by
hospital physicians at bedside was not associated with
physician burnout. This lack of association was present
even when burnout was defined using various definitions
and after adjusting for potential confounding effects of
patient-level and physician-level demographic factors.
While large variation was present in patient perception of
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Physicians with high levels of burnout are expected
to spend less time at bedside due to high exhaustion
and disengagement. Conversely, spending significant
amounts of time at the bedside may result in increased
burnout among physicians due to high patient-care needs
or in decreased burnout due to higher interpersonal
connectedness. Irrespective of what direction the
hypothesized causal pathway takes, one would expect
to see a direct or inverse relationship between burnout
and time spent by physicians at bedside. The mechanism
underlying the surprising finding in this study of no
relationship between burnout and time spent remains
unclear. One likely explanation is that physicians are
highly trained individuals who, despite feeling burned
out, take their professional responsibilities as the highest
priority. Thus, physicians maintain a high level of
professionalism and continue to exhibit a strong work
ethic and therefore their patients do not perceive any
difference in bedside time regardless of burnout level.15,24
Furthermore, this study also reported that physicians with
burnout attended fewer patients than physicians without
burnout. While investigation of underlying mechanisms
for this association was beyond the scope of the work
presented herein, we speculate that physicians with smaller
patient-facing workload may have other nonclinical
responsibilities and that such nonclinical work might be
a risk factor for physician burnout. Conversely, it is also
possible that burnout is the initiating factor that leads
physicians to commit to a smaller patient load. In addition,
patient perception may be influenced by other variables
outside of the physician’s control, such as the patient’s
total length of stay, the severity of patient illness, and the
presence or absence of visitors in the patient room.25-28
While the current literature is consistent in documenting
burnout’s adverse relationship with institutional financial
costs, physician well-being, and medical errors, the
association of physician burnout with patient-perceived
outcomes remains inconsistent.1,4-6,12,13 To our knowledge,
this is the first study to examine the relationship between
patient-perceived time spent by physicians at bedside and
physician burnout. Studies that utilized another patientperceived outcome, patient satisfaction, have reported
conflicting results.15-17 Our study extends the existing
knowledge by showing that physician burnout, while
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affecting physicians themselves adversely, does not
affect the patient’s perceptions of care provided by those
physicians.
Although several important implications stem from the
results of this study, the most important is in the clinical
care of patients. Our findings are likely reassuring for
patients and their families in that, despite high levels of
burnout, physicians continue to spend the same amount
of time with patients as they would in the absence
of burnout. The findings also may be reassuring to
physicians, suggesting they have been able to keep a
high level of professionalism while facing burnout.
Notably, this study highlights the importance of objective
measurement of outcomes in physician burnout research
to determine the extent to which burnout affects patientreported outcomes.
Limitations

This study has several strengths and limitations. A large
number of patients were enrolled, and each physician
had multiple patients to obtain a reliable estimate of time
spent at bedside. Patients and physicians were from two
different academic centers in two different states, which
increases the generalizability of our findings, though
further study in diverse settings is needed to determine if
results are generalizable to other specialties or countries.
Data were collected at one point in time, therefore, the
within-patient effects of variation in burnout on time spent
at bedside cannot be determined. There remains a risk for
residual confounding, as we did not collect information
on some physician demographic variables such as
age. Further, a causal interpretation from the results is
difficult without strong assumptions, due to the crosssectional study design. We did not adjust for the severity
of patient illness. All participants were non-critical care
patients and were able to answer study questions. While
a patient’s severity of illness is likely associated with the
time spent by physician at bedside, severity of illness is
unlikely to be associated with distribution of patients to
physicians taking care of non-critical care patients with
or without burnout. We excluded patients who could not
identify their treating physician. One possible reason
that patients might not be able to identify their treating
physician could be that burned-out physicians may not
engage with their patients well enough for patients to
know them well. However, having multiple observations
on most physicians should have mitigated this limitation.
In summary, our study found no association between
physician burnout and patient perception of time spent
at bedside by physicians. Future research is needed to
understand the relationship between quality of patient
care and physician burnout. With the prevalence of
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physician burnout on the rise, possible prevention and
treatment of burnout, as well as its impact on patient
outcomes, warrants continued assessment.
Patient-Friendly Recap
• Physician burnout is a widespread concern in
the health care industry given its already strained
workforce. Burnout's potential effect on patient
outcomes remains unclear.
• The authors surveyed both physicians and patients,
the first group to determine degree of individual
burnout and the second group to measure the
perceived time spent at their bedside by their
treating physicians.
• They found that physicians who report being
burned out do not appear to spend less time with
their patients. Further research is needed to confirm
these results in other settings and to examine
quality of care by physicians with burnout.
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